Patients have died in hospitals both in Australia and overseas after being mistakenly injected with potassium chloride instead of normal saline. In an effort to reduce the risks associated with the use of intravenous potassium chloride, the Australian Council for Safety and Quality in Health Care has issued a high-risk medication alert for intravenous potassium chloride. This alert contains recommendations for prescribing, storage, preparation and administration of intravenous potassium chloride.
As part of the investigation a colonoscopy was performed, but a perforation occurred necessitating a sigmoid colectomy. In the intensive care unit the patient developed cardiac complications with rapid atrial fibrillation and hypotension. The potassium concentration was 3.6 mmol/L (normal range 3.5-5.0 mmol/L) and was suspected as the cause of the atrial fibrillation. A dose of 2 g of potassium chloride was prescribed. This was administered as an intravenous infusion over a period of less than 10 minutes. The patient suffered a cardiac arrest and died.
The inquest found that the rapid infusion of potassium chloride caused the cardiac arrest, which led to the death of the patient. 1
Case 2
An elderly patient was admitted to hospital for terminal care.
The patient was receiving total parenteral nutrition via a Hickman (Cook) intravenous catheter. This was flushed with heparinised saline three times per week. Instead of saline, two ampoules of potassium chloride were inadvertently selected and used to flush the catheter. Before the flushing was completed, a nurse observed that the patient 'clutched her chest and rolled her eyes'. The patient immediately had a cardiac arrest and died. The coroner's investigation found that routine procedures for checking of the correct drug against the medication chart were not followed. 1
Comment
The risks associated with intravenous potassium chloride are well known. If it is injected too rapidly or in too high a dose, it may cause cardiac arrest within minutes. The effect of hyperkalaemia on the heart is complex -virtually any arrhythmia may be observed. 2 The true incidence of potassium-related fatalities and incidents Medication incidents associated with intravenous potassium chloride tend to occur due to inadvertent selection and administration of an ampoule of potassium chloride in place of another drug with similar appearance (Fig. 1) , or due to an error in preparation or administration.
Prevention
Analysis of incidents associated with intravenous potassium chloride have led patient safety organisations in the USA, Canada, the UK and Australia to recommend a simple way to prevent these tragic deaths -'replace concentrated ampoules with large-volume premixed solutions in general ward areas in acute care facilities '. 4 In areas where ampoules of concentrated solution need to be retained, it is recommended that they are stored separately and are readily identifiable from preparations with similar packaging.
Overseas and in Australia, manufacturers are taking steps to reduce the problem by colour-coding and/or changing the shape of potassium chloride ampoules.
The Australian Council for Safety and Quality in Health
Care has issued a high-risk medication alert for intravenous potassium chloride (see box for recommendations). 5 The alert covers prescribing, storage, preparation and administration of intravenous potassium chloride. The alert, and tools to action the recommendations in the alert, is available at www.safetyandquality.org 
Examples of some of the products available for bowel preparation

